The current study was conducted with the aim of translating, adapting, and exploring the factor structure of Spiritual Needs Questionnaire (SpNQ) in chronically ill patients. To meet this objective, the English-version SpNQ was translated into Urdu for Pakistan following standard methods of translation and adaptation. The Urdu version was then used to collect data from a sample of 150 chronically ill patients. The results showed that spiritual needs were significantly associated with each other. Compared to the previous English-version that proposed a four-factor solution, the exploratory factor analysis revealed a three-factor structure for the Urdu version with good internal consistency coefficients, indicating the new version to be a reliable measure.
Introduction
Spirituality is a multifaceted term that is represented diversely in practice and perception. Spirituality originated from the Latin word Spiritus, which means to breathe, and while spirit refers to purity of soul. The concept of spirituality emerged from Christianity, denoting a life oriented toward the Holy Spirit (Mok et al. 2010) . Some authors suggest spirituality to be a form of religious transformation, a process of redeeming originality of an individual directed toward an image of God in terms of divinity and self-actualization (Saucier and Skrzypińska 2006) . For achieving this transformation in every belief system, there are different codes of submission. For example, there is the Torah in Judaism, Christ in Christianity, the Buddha in Buddhism, and the Prophet Muhammad (peace be upon him) in Islam (McMahan 2008) .
According to (Ellison 2006) , spirituality is a motivational force or power that leads an individual towards path of curiosity, surge, purpose, direction and meaning in life. It is the totality of human existence and does not exist independent of mind and body (psyche, soma). Spirituality can also be defined as way individuals experience their relatedness with their family, self, others and the transcendent (Puchalski et al. 2009 ). Spirituality is a common human attribute found in all individuals whether they are religious or not (Woll et al. 2008) . Koenig et al. (2012) maintained that spirituality is sanctity within as well as at the extrinsic level. In the Islamic context, sufism is considered a form of spirituality in which a spiritual leader or peer transmits spiritual knowledge to his students. Tasawwuf or Sufiism is a mystical aspect of Islam (Azeemi 2005) .
Spirituality has been indicated as a significant factor in wellbeing and quality of life amongst the patient population, especially those diagnosed with cancer (Balboni et al. 2007 ). The quality of life for patients constitutes psychosocial, physical, and spiritual wellbeing that helps individuals to grow in totality (Oh and Kang 2005) . Spiritual wellbeing is an overall state that fosters positive growth and survival that is responsible for an increased sense of connectivity with a divine power (Shahbaz and Shahbaz 2015) . Literature suggests a positive correlation between spiritual wellbeing and psychological wellbeing (Moreira-Almeida et al. 2006) .
The existence of individuals as humans depends on the relation between biological, psychological, spiritual, and social dimensions. The biopsychosocial-spiritual model supplements holistic grounds for treating and healing individuals and also provides a conceptual basis for addressing overall health and care (Sulmasy 2002) . Spiritual needs exist in both the clinical and non-clinical population. Spirituality serves as a significant factor in making a contribution toward physical health, most prominently in cancer patients. It also escalates their self-worth, emotional support, coping with illness, and hope (Thune-Boyle et al. 2006) . A relatively recent study (Büssing et al. 2010 ) assessed the spiritual, psychosocial, and existential needs of patients with chronic pain disease.
The study investigated spirituality/religiosity as significant source of healing and coping amongst European patients with chronic illnesses (Büssing et al. 2010 ). In the following study, the psychosocial needs, spiritual, and existential needs of patients were assessed among those chronically ill patients who did not consider themselves to be religious (Büssing et al. 2009 (Büssing et al. , 2007a (Büssing et al. , 2007b . The results of this study showed that need for inner peace and actively giving were significantly high, whereas religious needs were of least importance among European cancer patients. It was additionally found that there is an association between spirituality and religiosity and coping mechanism against disease (Büssing et al. 2007a) . In cancer patients particularly, spirituality serves to provide emotional support, hope, and meaning in life and therefore helped them to better cope with their illness. Another study revealed that cancer patients have a relatively high level of unmet spiritual needs in comparison to biological and psychosocial needs (Rainbird et al. 2009 ). These needs are associated with improved life quality and hope in life. The cancer patients in which these needs are less able to cope with their illness and have a reduced quality of life (Zamanzadeh et al. 2014) .
The major objective of the present research is to translate and adapt the spiritual needs questionnaire (SpNQ). The instrument was developed by Büssing et al. (2010) considering patient population as spirituality and religion were perceived as an imperative technique of coping. Previous attempts concentrated on spiritual needs of ill, close to death while SpNQ was administered to chronically ill patients. SpNQ has been studied in different countries, including Malaysia, Nigeria, Poland (Büssing et al. 2015) , France, China (Büssing et al. 2013) , Germany (Büssing et al. 2018) , England, and Iran (Moeini et al. 2018) . The instrument has been normalized in Iran with negligible revisions. In gauging spiritual needs, it is important for the respondents' inner self to be revealed (Seddigh et al. 2016) . The spiritual needs are stated to be interrelated; thus, cautious administration of instrument is suggested.
Some concepts included in the spiritual needs questionnaires are culturally dependent. For example, in western cultures, music was added as a putative need in patient care. but in later research, it was deleted. In Islamic contexts, listening to or reading the Quran (holy book) holds spiritual significance. Likewise, contingent upon the culture where the questionnaire is being used, the importance of needs will vary. For example, in the Chinese version, the need for active giving was found to be most important compared to the need for inner peace that emerged in German norms. Previous literature highlights a need for translation of the spiritual needs questionnaires as they are culturally dependent, according to different cultures with adjustment of certain items conveying culture-specific meaning. Considering the above commentary, the current research endeavored to translate, adapt, and validate the SpNQ in a Pakistani sample of chronically ill patients.
Method

Measure
Spiritual Needs Questionnaire. The original version of spiritual needs questionnaire (SpNQ) was developed by Büssing et al. (2010) to assess spiritual needs of patients with chronic illness. SpNQ is a 29-item tool with four subscales i.e., religious needs, existential needs, need for inner peace, and need for actively giving or generativity. SpNQ is rated on a four-point Likert scale ranging from 0 = not at all, 1 = somewhat, 2 = very, and 3 = extremely. The Cronbach alpha for religious needs = 0.92, existential needs = 0.82, need for inner peace = 0.82, need for active giving and generativity = 0.74. The spiritual needs questionnaire is free from religious bias and is suitable to use both in secular states as well as religious states. The current study translated the original version into Urdu according to the following steps after obtaining permissions from the original author.
Phase 1: Tool Translation and Adaptation of English Version of the Spiritual Needs Questionnaire
The translation and adaptation process were completed in two phases. In the first phase, translation and adaptation of SpNQ was accomplished, and in second phase, the exploration of factor structure and validity of tool was established. All steps in tool translation were considered.
Step 1: Forward translation. Four translators from the Army Public School and College were approached who were bilingual and had postgraduate academic qualifications. The translators were requested to translate the original English tool into Urdu so that the inherent meaning of the items was unchanged and explicit i.e., ensure a parallel value of item content in both versions without any adaptation. After the translation, the translated versions were subjected to the committee approach step.
Step 2: Evaluation of translated items by a committee of experts. The objective of step 2 was to determine the unqualified items. In order to accomplish this, all translated statements from four translations were written down under the corresponding item. These items were then evaluated by members of a committee. The committee members included two Ph.D. professors-one from Quaid-e-Azam University and the other from COMSATS Institute of Information Technology Islamabad. Both were bilingual. All items were carefully assessed, and items having the most appropriate correspondence with original items in semantic terms were selected. Subsequently, items conveying approximately exact meaning of original English-version were chosen for back translation.
Step 3: Back Translation of the selected items into English. In order to corroborate equivalence of translated items, items of the Urdu version were translated back into English. For back translation, the translated version was given to five bilinguals who were not involved in the prior translation. The back translators were Ph.D. professors from Riphah University and Government College. Five translations were later given to committee for evaluation.
Step 4: Evaluation of back-translated items in to English. The back-translated items were written down under their corresponding original items for comparison. The committee constituted same members who were involved in back translation. No incomprehensibility was reported in back translated items. The comparison between back translated and original items to affirmed accuracy of translated version.
Step 5: Cultural equivalence. The Urdu version of the SpNQ was administered to patients with various chronic illnesses for at least three months. The main focus of this step was evaluating the comprehension of items and format. It was observed that, instead of self-administration, it was best to use it in a personal interview format.
The only change relative to the original was the format of administration of the questionnaire. The original English version was designed as self-applicable, whereas for the Brazilian-Portuguese (de Araujo Toloi et al. 2016) version, reading the questionnaire out loud to the patient during a personal interview due to the rate of illiteracy among patients was conducted. Thus, the phrase "when you read these statements" was changed to "when you listen to these statements," followed by the instruction to answer yes or no. The statements could be understood and answered by at least 95% of the patients, thus proving to be easy to understand, and no objections of cultural inappropriateness was reported.
Phase 2: Exploration of Factor Structure for SpNQ Urdu Version
The objectives of phase 2 included exploration of factor structure and psychometric examination for the newly translated Urdu version. To meet the phase 2 objectives, the newly translated Urdu version was administered to a local sample of chronically ill patients.
Sample and Procedure
The sample consisted of 150 in-and out-patients with chronic illnesses, having pathological conditions prevailing for three or more months along with persistent or recurring illness as diagnostic criteria. The patients included had illnesses histories of up to 12 years and above and under medical supervision with periodic visit to their physicians. The age ranged between 17 to 75. The demographic properties included gender, marital status, chronic illness, and duration of chronic illness. The objective of including these variables was to observe gender differences concerning spiritual needs keeping in view previous findings. There were 46 males and 104 females. Marital status association with respect to spiritual needs in chronically ill patients has not previously explored, which present study intended to explore. There were no educational criteria for the sample population. The chronic illnesses included were classified in order of their chronicity, intensity, and frequency. The duration of the chronic illness has been found to be associated with increased spiritual concerns. To examine its impact, this variable duration was chosen. The sample was selected from hospitals in Islamabad and Rawalpindi using a purposive or selective sampling technique. The present sample and participants were interviewed with the translated Urdu version to gain insight along with accuracy of their responses. The same procedure was used for those patients who were confined to bed. Prior to the administration of the questionnaire, the patients were given instructions in simple language, and their consent was obtained. The codes of ethics for research were strictly followed, and typically, each participant took 15-20 min for a complete administration.
Results
The main aim of the present study was to translate, adapt, and explore the factor structure of the translated Urdu version of the Spiritual Needs Questionnaire. To meet the above objective, exploratory factor analysis (EFA) was conducted after considering the assumptions of EFA e.g., interval level and normality. The sample size was checked for adequacy of sample size, indicated by a Kaiser-Meyer-Olkin score greater than 0.5 (KMO = 0.78, p < 0.001). The communality pattern matrix in Table 1 explains the variance explained by each item. Principle component analysis was used to extract the maximum number of positive eigen-values in determining the dimensions without losing any information. It was observed that the maximum amount of variance was explained in the first two factors. According to indications that showed spiritual needs to be correlated, an oblique rotation with varimax strategy was employed. The results display that some items were cross-loaded when compared with the original English version. The cross-loading items were handled by retaining items in the factors where highest loadings were observed and loadings greater than 0.4 (Costello and Osborne 2005) . It was observed that approximately 30% of the variance was explained by the two factors, a third factor explain 5%, and the rest explaining 3% of the variance. The scree plot also indicated a bent after the third factor, which was suggestive of a prominent role of the initial three-factor structure.
The EFA was rerun was after being restricted to a three-factor solution based on the information received from eigen-values (greater than 1), and scree plot, rejecting factors with fewer than three-items. After the re-execution of EFA, the first factor explained about 28% of the variance, with the second explaining 16%, and the third factor explaining 12% of the variance with 52% of cumulative explained variance. The rotated component matrix with fixed 3-factors solution (see Table 2 ) represented a balanced structure with eigen-values ranging between 0.41 to 0.72. Further, the new factor structure showed that items in the inner peace need subscale in the original English version loaded onto the family social support needs after factor rotation. The final 15-item SpNQ questionnaire is available in an Urdu version that constitutes the spirituality needs within religious, family social support and existential needs. The number of items in each factor were 10, 6, and 7, respectively. The new factor structure for the Urdu version was evaluated for internal consistency though Cronbach alpha. The results showed psychometrically sound values presented in the Table 3 . The correlation analysis revealed all subscales to be positively significantly correlated with each other, suggesting similar direction of elevation of decline for either. 
Discussion
The Spiritual Needs Questionnaire was designed to measure spirituality in patients, especially those suffering from chronic illnesses where the duration of illness is long-term and the illness is enduring in nature. In such conditions, the psychological and emotional wellbeing of patients is especially at stake. Spiritual coping is one of the ways the patients combat the challenges of chronic illnesses. Spirituality is a varied concept that is indicated previously to be embedded within religious, cultural, and ethnic practices. This is especially in Pakistan, where the spiritual practices follow religious teachings as well as an influence of Indo-Pak historical influences. Nevertheless, the spiritual needs emerge in the lifespan of every individual and may surface early when faced with life-threatening challenges.
Presently, the current study contributed in broadening the scope of existing Spiritual Needs Questionnaire by translating, adapting, and establishing psychometrics for the tool. Büssing et al. (2010) suggested that when using Spiritual Needs Questionnaire, it must consider that these needs may follow different patterns or dimensions e.g., in the Iranian version, a four-factor structure emerged. Similarly, in the Portuguese version, a five-factor structure differentiated inner peace, religious, existential, actively giving/generativity needs, and family social support needs. The Chinese and Polish versions hold similar factor structures (Büssing et al. 2018) . Therefore, the need for further exploration of factor structure in different contexts is highlighted. The current findings presented a diverse picture of the construct compared to the original version. Previously conducted research has identified four dimensions of needs in patients with any chronic or terminal illness. These needs include religious needs, existential needs, inner peace needs, and giving or generativity needs. The factor structure of spiritual needs in Pakistan is different as compared to given structures prevailing in western states. In Pakistan, these four needs cluster in three factors, into which all other needs are accommodated. These needs include religious needs, family social support needs, and existential needs. The inner peace need items were found to merge with family social support needs. The family social support needs were not primarily intended to be spiritual in nature. After exploratory and confirmatory factor analysis, it was found that the spiritual need items merged with family social support needs.
The collectivistic context of present study provides a logical explanation for this merger. Commonly, family plays a pertinent role in an experience of illness and also provides spiritual or religious support, particularly coming from the elderly members of the family. A common practice reflecting such behaviors is asking elderly members of family to conduct praying rituals for the ill. The family also serves as spiritual mentors especially in the lives of chronically ill patients. Family members create an active collaboration with patient to improve their socialization practices during course of illness (Rosland and Piette 2010) . Family members also provide spiritual care to patients, thereby helping them in acceptance of disease and to develop the potential for painful treatment procedures. Therefore, family social support needs are surfaced as spiritual items within the context of Pakistan.
Religious needs include being involved in religious services to form a transcendent connection with God. In the context of Pakistan, religious needs occupy a prominent locus in people's lives because of strong religious and spiritual beliefs. An inclination toward religion and spirituality after diagnosis is used as mechanism to adapt disease conditions (Lim 2013) in that family social support works as a moderator, palliating them to fulfill their religious needs. Although this can further be attributed to the larger portion of the sample being married, the unmarried participants also relied on family members for meeting their spiritual needs.
The existential needs include discussing life after death, solutiosn for apparent problems, reflecting on one's previous life, and discussing the meaning in life. The majority of chronically ill patients reported that soliciting contiguity to Allah is a very powerful way to cope with disease. Many patients responded that they are not afraid of disease because the illness comes from God and he will alleviate it. This was consistent with the findings of (Nixon et al. 2013) . They also believed that this illness might be their trial in this world for which there will be a reward in the afterlife.
This translated version of the spiritual need questionnaire measures the spiritual need of only chronically ill patients. The scope should be further broadened to assess the spiritual needs of those people who are not chronically ill.
